Methods | An 8-rotor drone (weight, 5.7 kg; maximum cruising speed, 75 km/h) was developed and certified by the Swedish Transportation Agency (Figure) . It was equipped with a global positioning system (GPS) and a high-definition camera and integrated with an autopilot software system. Two licensed pilots sent GPS coordinates and routes to the drone using alternating telemetry over a 433 mHz and 3G network. The entire flight from takeoff to landing was autonomous, monitored by the dispatcher. For safety reasons, a second pilot was present at the landing site in telephone contact with the dispatcher to manually take over the descent if necessary.
The drone was equipped with an AED (FRED easyport, Schiller AG), weighing 763 g, and placed at a fire station in Norrtälje municipality north of Stockholm, which was chosen for characteristics (such as restricted airspace, extensive delay in EMS response times, and a heavy population in the summer) that might benefit from a drone system. The drone was dispatched for out-of-sight flights during a 72-hour period in October 2016, to locations where consecutive OHCAs within a 10-km radius from the fire station had occurred between 2006 and 2014 (times of day: 3:43 AM and 6:48 PM). The OHCAs were identified through the Swedish Registry for Cardiopulmonary Resuscitation; only addresses and times to arrival of EMS were abstracted. The primary end point was time from dispatch to arrival of the drone at the scene of the OHCA compared with time for EMS. Flight permission was granted by the Swedish Transportation Agency and ethical approval by the ethical board in Stockholm, Sweden, with a waiver of informed consent.
The Mann-Whitney test (calculated with SPSS Statistics version 21 [IBM] ) was used to compare times for drone vs EMS. A 2-sided P value less than .05 was considered significant.
Results | Eighteen consecutive autonomous remotely operated flights were performed with a median flight distance of 3.2 km. The median time from call to dispatch of EMS was 3:00 minutes (interquartile range [IQR] , 2:00-5:30). The median time from from dispatch to drone launch was 3 seconds. The median time from dispatch to arrival of the drone was (Table) . The drone arrived more quickly than EMS in all cases with a median reduction in response time of 16:39 minutes (95% CI, 13:48-20:12; P < .001). No adverse events or technical issues occurred during any flights.
Discussion | This preliminary study found that it was possible to autonomously transport and deliver an AED using a drone in out-of-sight flights. The drone arrived in less time than the EMS in all simulated cases. Therefore, drones carrying AEDs may reduce time to defibrillation in OHCAs. Saving 16 minutes is likely to be clinically important. 2, 6 Nonetheless, further test flights, technological development, and evaluation of integration with dispatch centers and aviation administrators are needed. Limitations include the small number of flights over short distances in good weather. The use of historical EMS times for comparison may not reflect contemporary differences, as traffic patterns may have changed since 2006-2014. The outcomes of OHCA using the drone-delivered AED by bystanders vs resuscitation by EMS should be studied. Role of the Funder/Sponsor: The Stockholm city council had no role in the design and conduct of the study; collection, management, analysis, and interpretation of the data; preparation, review, or approval of the manuscript; and decision to submit the manuscript for publication. 
COMMENT & RESPONSE

Genetic Predisposition to Abdominal Adiposity and Cardiometabolic Risk
To the Editor Using mendelian randomization, Dr Emdin and colleagues 1 found that a genetic predisposition to higher waist-to-hip ratio (WHR) adjusted for body mass index (BMI) was related to higher cardiometabolic risk. Consequently, they concluded that there is a causal relationship between abdominal adiposity and cardiometabolic risk. Although waist circumference is a measure of abdominal fat, hip circumference may reflect larger gluteofemoral subcutaneous fat, greater gluteal muscle mass, or large bone structure. Greater hip circumference is related to lower cardiometabolic risk factors 2 and events, 3 independent of waist circumference. Thus, WHR is the ratio of 2 complex variables, making its interpretation complicated. Given that the polygenic risk score for WHR adjusted for BMI was strongly related to both smaller hip circumference and larger waist circumference, 1 it may be premature to conclude that abdominal fat plays a causative role. Mendelian randomization analyses targeting the independent effects of waist vs hip circumference could disentangle the causal nature of these different aspects of body composition. Although several of the authors' analyses suggested the absence of pleiotropy, the investigators did not consider investigating another important risk factor for cardiometabolic diseases: adult height. Height is inversely associated with cardiometabolic risk, an association linked to several of the potentially mediating factors observed by Emdin and colleagues, 1 such as lower blood pressure, lipid levels, 2-hour plasma glucose levels, and insulin resistance. 4 Taller height is related to a more favorable body fat distribution, specifically lower liver fat content. 4 Furthermore, taller genetically determined height is associated with a decreased risk of coronary heart disease.
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Thus, the inverse correlation between height and BMIadjusted WHR is likely to confound investigations of WHR. It would be interesting to know to what extent the polygenic risk score for BMI-adjusted WHR is also related to height and, if so, to what extent relationships with cardiometabolic traits and risk of coronary heart disease can be attributed to differences in height.
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